Global Distribution of CVD death is mentioned in Table: have shown reductions in coronary and total mortality polyunsaturated fatty acids of both n-6 and n-3 classes are inversely related to risk of CHD. Trans fatty acids are usually derived from industrial hydrogenation of monounsaturated or polyunsaturated fats and in some epidemiological studies dietary intake is positively related to the risk of CVD. Fruit and vegetable consumption in a meta-analysis of epidemiological studies is inversely related to risk of CHD. A reduction of sodium intake, especially in the form of sodium chloride, will also reduce blood pressure
Alcohol: As alcohol consumption increases above 3 units per day so does systolic and diastolic blood pressure, the risk of cardiac arrhythmias, cardiomyopathy, and sudden death.
Obesity: As body weight (defined as body mass index (BMI)) increases so does the risk of CVD. In addition to total adiposity, the distribution of fat, particularly visceral fat, increases CVD risk. It is important that lifestyle modification such as avoidance of atherogenic diet and smoking, weight reduction, moderate physical exercise and control of pre-diabetic stage (impaired fasting glucose and impaired glucose tolerance) and diabetes contributes favourably to lipid management and is important part along with drug treatment. Figure2 shows an outline of lipid management in asymptomatic people without CVD.
Modification of Life
Metabolic Syndrome: People with the metabolic syndrome ( Table 2) as defined are inevitably at higher risk of CVD because this syndrome is based on several interrelated CVD risk factors. 
